Abstract A 36 year old woman presented with mild recurrent haemoptysis and cough persisting over several months caused by a malignant haemangiopericytoma of the right lung. (Thorax 1994;49:188-189) Haemangiopericytomas were first described by Stout and Murray.' About half occur at a musculoskeletal site and a primary pulmonary location is rare. To date about 90 cases of pulmonary origin have been published, most of them having been compiled in two reviews.23 The degree of malignancy seems to be higher when the tumour is located in the lung.
Haemangiopericytomas were first described by Stout The pneumonectomy specimen included a lobated 8 cm tumour infiltrating the upper lobe bronchus. Macroscopically, the pleura was intact. The tumour had a typical light microscopic appearance of a vascular pattern with small, thin walled, branched sinusoidal spaces between solid cellular areas. Reticulin and collagen fibres enmeshed the tumour cells (fig 2) . Twenty five to 33 mitotic figures were found per 10 high power fields. Several necrotic areas were located within the tumour and, at its margin, infiltration into the lung parenchyma and the visceral pleura was present.
Immunohistochemically a strongly positive reaction was found in the frozen sections for vimentin in all cells, and for factor VIIIrelated antigen in the cells lining the sinusoidal spaces. Both these findings are typical of haemangiopericytoma.4 The immunohistochemical reaction with the proliferation marker Ki-675 was positive in 15-20% of the tumour cells indicating a high proliferative activity. Reactions for cytokeratins, neuron-specific enolase, desmin, actin, and S-i 00 protein were negative.
No other pathological lesions were found in the lung. Mycobacteria could not be detected histologically.
Discussion
The histogenesis of haemangiopericytoma is controversial46 but, because of its light microscopical, ultrastructural, and immunohistochemical features, most clinicians favour an origin from pericytes around the small blood vessels. It is an uncommon neoplasm, particularly in the lung. The tumours can be central or peripheral.
In two of the 18 cases from the largest series described by Yousem There is no radiological feature to help distinguish this neoplasm from others.7 A computed tomographic scan during follow up of our case might have shown the metastasis sooner.' Better results in evaluation of the postpneumonectomy space are reported by magnetic resonance imaging.
The main therapeutic approach to haemangiopericytomas is wide surgical resection. Postoperative radiotherapy may be of value. 9 In cases of potential malignancy according to the criteria of Yousem and Hochholzer mentioned above, a supplementary irradiation might improve the prognosis.
Chemotherapy is restricted to metastasising haemangiopericytomas when some palliation 
